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Clinical Setting Likely Pathogens Empiric Therapy
a,b

 Usual Duration
a
 

Nonpurulent 
Mild-to-moderate  

Beta-hemolytic 
streptococci, mainly 
S. pyogenes (Group 
A streptococci) 
 
If necrotizing 
infection, consider 
other bacteria, 
including: 
» Clostridium spp. 
» Vibrio vulnificus 
» S. aureus 

(including 
MRSA) 

Inpatient therapy: 
First line: cefazolin

c
 

Alternatives: vancomycin 
 
Outpatient therapy:  

First line: cephalexin
c
 

Alternatives: clindamycin 

5-10 days 

Nonpurulent 
Severe 

Emergent General Surgery consult 
to for I&D and to rule out necrotizing 
process 
First line: piperacillin-tazobactam + 

vancomycin ± clindamycin
c,d

 
Alternatives: cefepime + clindamycin + 

vancomycin
c
 

10-14 days (may be 
longer depending on 
extent of infection 
and surgical 
debridements) 

Purulent 
Mild-to-moderate 

S. aureus (including 
MRSA), 
Streptococcus 
anginosus 

Assess any purulent collection for 
I&D. Mild cases may not require 
antibiotics after I&D. 
First line: vancomycin

e
 

Alternatives: doxycycline or TMP-SMX 
or clindamycin 

5-10 days 

Purulent 
Severe 

Assess any purulent collection for 
I&D. Antibiotics alone will likely be 
ineffective. 
First line: vancomycin ± clindamycin 
Alternatives: linezolid

 

10-14 days (may be 
longer depending on 
extent of infection 
and surgical 
debridements) 

Chronic 
Diabetic Foot 
Infections 

Beta-hemolytic 
streptococci (Group 
A and B 
streptococci), S. 
aureus (including 
MRSA), 
Enterobacteriaceae, 
P. aeruginosa, 
anaerobes 

Inpatient therapy: 
First line: ampicillin-sulbactam

e
 ± 

vancomycin 
Alternatives: ceftriaxone

e
 + 

metronidazole ± vancomycin 
 
Outpatient therapy: 

First line: amoxicillin-clavulanate ±  
MRSA

f
 ± P. aeruginosa therapy

g
 

Alternatives: ciprofloxacin + either 
doxycycline or clindamycin 

5-10 days (if 
osteomyelitis ruled 
out) 

Human or 
Animal Bites 

Streptococci, S. 
aureus (including 
MRSA), Eikenella 
corrodens, 
Pasteurella 
multocida, 
Capnocytophaga 
canimorsus, 
anaerobes 

Inpatient therapy: 
First line: ampicillin-sulbactam ± 

vancomycin 
Alternatives: ceftriaxone + 

metronidazole ± vancomycin 
 
Outpatient therapy: 

First line: amoxicillin-clavulanate ± 
MRSA therapy

f
 

Alternatives: moxifloxacin ± MRSA 
therapy

f
 

5-10 days (if 
osteomyelitis ruled 
out) 

a 
Antibiotic therapy should be tailored based on susceptibility results 

b
 If the patient had a documented multidrug resistant organism in the last 90 days, consider previous isolate susceptibility results 

when selecting empiric therapy 
c 
If exposure to salt or brackish waters or raw seafood exposure in susceptible hosts (e.g. cirrhotics), consider coverage for Vibrio 

spp. with doxycycline in mild-to-moderate infection and ceftriaxone plus doxycycline in severe infections. 
d
 Consider addition of clindamycin to reduce toxin production in streptococcal or staphylococcal infections 

e
 Consider antipseudomonal therapy (e.g. piperacillin-tazobactam, cefepime) if patient has been soaking feet in water, failed therapy 

with nonpseudomonal therapy, or have severe infection 
f
 Consider doxycycline, TMP-SMX, or clindamycin for outpatient oral anti-MRSA coverage. 

g
 Consider ciprofloxacin for outpatient oral antipseudomonal coverage. 
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